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Background
Preoperative education is variously described in the literature, and is loosely used to refer to different types of educational interventions that occur in the period before surgery, including the following: (i) the provision of health information; (ii) skills training for patients such as teaching breathing and leg exercises; and (iii) the provision of psychosocial support to address patients' anxieties, needs and concerns (Devine 1992) . In this article, we present findings from a study aimed at gaining insights, from a qualitative perspective, on how preoperative education is managed in the context of an acute Irish hospital setting. In spite of an abundance of experimental studies on preoperative education (which we will consider a little further on) there has been relatively little qualitative research into this aspect of care.
Our focus in this paper is on one component of the findings -how nurse-related factors mediate the delivery of preoperative patient education in an everyday (rather than an 3 'experimental') setting. By nurse-related factors, we mean factors that are specific to the nurses delivering the education, such as how they construct the notion of preoperative education, their knowledge and experience, their own educational needs in relation to learning the skills of preoperative education and the role of regular clinical nurses relative to their specialist colleagues. Other related factors that emerged in data included details of the content of material delivered in the preoperative educational process, and the manner of teaching, as well as wider structural components of the learning environmentspace restrictions prevent us from dealing with these additional issues in this article
Since the landmark studies of Hayward (1975) and Boore (1978) which explored the effect of structured preoperative education on patient outcomes such as pain, anxiety and rate of recovery, there have been many intervention/outcome experimental studies carried out in this area. Several meta-analyses aimed at synthesising the knowledge base have been conducted over the years (Devine & Cook 1986 , Hathaway 1986 , Devine 1992 , McDonnell 1999 , Hodgkinson et al 2000 , McDonald et al 2004 . Of these, just one Cochrane review in the area of preoperative education has been published, and this specifically focused on the topic of preoperative information for people having hip or knee replacement (McDonald et al 2004) . The review concluded that while there was evidence of a modest beneficial effect of preoperative education on post operative anxiety, there was little evidence of the benefits of preoperative education compared to regular care with regard to improvements in postoperative pain levels, functioning and length of hospital stay. While the results of this review are disappointing for clinicians committed to structured preoperative education, account must be taken of the fact that the review was confined to just one patient category, and greater successes may be possible with other patient groups.
Indeed, other recent systematic reviews on preoperative education have presented more promising results. McDonnell's (1999) review included 18 studies, and defends the superiority of psychoeducational interventions over information provision alone -the provision of information alone preoperatively was not found to impact on patient outcomes. The most recent general systematic review to be published found that 4 knowledge retention was higher when information was introduced preadmission, and the learning of skills was enhanced (Hodgkinson et al 2000) .
Recent individual studies that attempt to measure preoperative educational interventions of various kinds are yielding mixed results. Asilioglu and Celik (2004) conducted an experimental study to evaluate the effects of preoperative teaching on anxiety levels of patients (N=100) having open cardiac surgery. Half of the sample was assigned to an intervention group and half to a control group. Those in the intervention group experienced planned teaching according to a patient education booklet, while the others received routine nursing care. Results indicated that the mean postoperative state and trait anxiety score in the control group was slightly higher than the mean of the patients in the intervention group; however the differences between the groups were not statistically significant (P.0.05).
In another recent intervention study on two groups of 30 patients, Sjoling et al (2003) tested whether specific information given prior to surgery could help patients obtain better pain relief after total knee arthroplasty. The intervention group received specific information while the control group were given routine information. Pain assessments were made at regular structured intervals using an established pain scale. Sjoling et al concluded that the level of state anxiety was lower (MW-test: P<0.05) and greater satisfaction levels with postoperative pain management were reported among those in the intervention group; the difference between the two groups was statistically significant ( 2 -test: P<0.05) in this regard. Nonetheless, the study also found that there were no differences between the groups in terms of the experience of pain, use of analgesics or period of hospitalisation. LaMontagne et al (2003) evaluated the effects of coping instruction and concreteobjective information on adolescents' postoperative pain. A randomized controlled trial involving 66 young adolescents (age 11-14) undergoing major spinal surgery for idiopathic scoliosis was conducted. The researchers found that on the fourth day after surgery, adolescents receiving coping instruction (a specific coping intervention) reported less pain than those who had not received coping instruction. However, they are fairly guarded in their conclusion that such pain-reduction strategies may be more efficacious than other mechanisms following major spinal surgery.
Recent studies by both Shaban et al (2002) and Cheung et al (2003) have reported more favourable results. Shaban et al (2002) undertook a quasi-experiment that aimed to evaluate the effect of respiratory exercise on acute respiratory complications and the length of hospitalization in patients undergoing coronary artery bypass surgery. The study consisted of 60 patients (42 male and 18 female), whose ages ranged from 30-70 years.
The subjects were randomly allocated to two groups. The experimental group received two sessions of video-teaching while the control group received routine care. Results indicated a significant difference between incidence rates of atelectasis (P = 0.01). The length of hospitalization among the experimental group was also less than that of the control group (P=0.02). The researchers concluded that video-teaching is effective in terms of post-operative outcomes. Cheung et al (2003) , in a controlled trial designed to investigate the postoperative effect on Chinese women undergoing abdominal hysterectomy of a cognitive intervention (distraction and reappraisal) with information given preoperatively, also reported positive outcomes. The experimental group (n=48) received the cognitive intervention with information, while a control group (n=48) received information alone. Findings indicated that, although there were no statistically significant differences in post-operative requests for analgesia between the groups, women in the experimental group reported lower post-operative anxiety scores, lower pain scores and higher levels of satisfaction than women in the control group.
The impact of preoperative education on preoperative anxiety has also been noted in a recent randomised controlled trial (Giraudet- Le Quintrec et al 2003) . Giraudet-Le Quintrec et al (2003) compared patient education before total hip arthroplasty with the usual verbal information. Patients receiving education were significantly less anxious just before surgery than were those in the control group. They also experienced less pain before surgery and were able to stand sooner. However, after surgery, the tendency 6 toward lower anxiety scores was not statistically significant. The authors concluded that patient education decreases preoperative anxiety and pain in patients having hip surgery.
Whilst these new individual studies present snapshots of the status of contemporary preoperative education, many are conducted with such small sample sizes and other methodological flaws that they would not meet the scientific rigour demanded for inclusion in Cochrane reviews. Future Cochrane reviews will be most telling in terms of determining the broader picture of the efficacy of preoperative educational interventions.
Meanwhile, it would be premature and unwise to abandon the notion of structured preoperative education on the basis of the disappointing results of a single Cohrane review on a specific patient category.
A further issue for clinical practitioners is that within individual studies on preoperative education, a wide range of different approaches and methods are utilized, making it challenging to ascertain a 'best' approach to carrying out preoperative education. and patient controlled analgesia. The workload of participants was seen to impact on their ability to engage in preoperative education, and when time was at a premium preoperative education was not a priority and some patients did not receive it. This was further complicated by the timing of admission and high turnover of patients; when patients were admitted the morning of surgery, sometimes several patients at the same time, the time to educate was further reduced.
In summary, virtually all existing research has focused on specific patient education programmes rather than on the 'usual' practices of nurses, and has employed quantitative methodologies. The present study was undertaken to address this knowledge gap and methodological bias. Our focus is on exploring the perceptions of a sample of surgical nurses with regard to their 'regular' preoperative education, that is, the type of education that occurs in the usual humdrum of nursing practice when there is no particular 'structured' programme in place.
Methods
The study site was a large general teaching hospital in Ireland, to which ethical assess was successfully negotiated. The criteria for inclusion in the study sample were that participants must be registered general nurses, have at least 2 years' post registration experience of working on a surgical. The rationale for this was to ensure that each informant had a substantial amount of experience of caring for surgical patients. One of the authors [EF] arranged to meet with nurse managers of surgical units where potential participants worked, and nurses fitting the inclusion criteria were identified. Such nurses were then invited to participate, and were provided with supplemental written information about the nature of the study. The first 12 nurses who satisfied the inclusion 8 criteria and volunteered willingly became participants. Informed consent was obtained and the protection of identity assured.
The method of data collection was face-to-face, semi-structured, tape-recorded interviews using a topic guide, that is, a set of predetermined topics identified as important in the course of undertaking the literature review and used to structure the interviews. The interviewer was an experienced surgical nurse (EF). Interviews took place in a private place at participants' place of employment. Data analysis was influenced by Glaser & Strauss' (1967) and Glaser's (1978 Glaser's ( , 1992 processes of open coding, category development, and constant comparative analysis of data with data, data with category and sub-category, data with theory and theory with data. The process of analysis was facilitated using NUD*IST software.
Results

Multiple perceptions of a poorly defined aspect of care
The vast majority of participants expressed the view that the education a patient receives is very much dependent on the particular nurse caring for that patient. This was I don't think it's very structured. It's not completely informal either but I don't think it's, em, what's the word, it's not standardised, if you like. So I could give one type of education I think is right and another nurse would give another type of education that she thinks, or he thinks is right. So it not standardised so it is probably fairly informal really.
(P#8)
Knowledge and experience of the individual nurse
The majority of participants believed that the knowledge and experience of the individual nurse influenced the standard of education received by patients. Lack of confidence related to inexperience was seen to result in avoidance of engaging in education by nurses, thus omitting the opportunity for patients to ask questions.
I think it is quite unstructured. I think it depends on how long somebody has been working in the ward, how long they're qualified (P#10) So it very much depends on the nurses and how prepared they feel to launch into things. I think people who aren't there as long, and who aren't as qualified, would rather not get involved in the whole questions and answer thing so they just leave it. You know, if they don't ask, they're not going to go volunteering information. I think that has a lot to do with it and they [patients] may not necessarily be given the opportunity to ask questions. The role of the nurse specialist Participants often worked side-by-side with specialist nurses (for example, specialists in gynaecological cancer or stoma care) in the clinical realm, and viewed the preoperative education that patients received from such specialists as superior to their own input.
Patient education provided by these specialists was seen as highly formalised, with the utilisation of a variety of teaching tools and access for patients to a specific source of information.
I think we're still stuck in the ritual sense of things at the minute, although with the nurse specialists, the cancer nurse specialists, they [patients] get proper education…If they're going for radical prostatectomies or something like that they're seen every week or two weeks before the procedure and they're given written information, oral information, and then they can ring up if they want to beforehand, and that's good, they're well prepared for their operations. (P#8) However, one participant expressed concern about the potential for the de-skilling of staff nurses arising from having specialist nurses to which patients are referred to preoperatively.
Like, any cancer patients that we get in she'll [the Cancer Nurse Co-ordinator] talk to them before their operation, so she covers an awful lot of the cancer area and the cancer queries, so I hope she's not de-skilling us too much. That's the only danger when you have somebody so expert, that she automatically gets referred to the people like that.
(P#7) Several others did not express this concern and viewed specialist nurses for education as the 'right' people to provide specific education to patients. Specialist nurses were also seen as meeting patients' educational needs, which otherwise would not be possible owing to lack of time of staff nurses at ward level.
People who are going for repairs they're seen by [name of Urodynamics Nurse Specialist], she teaches them how to do, like, self-catheterisation, that's so important, we wouldn't have time to do that if they're coming in the night before for a procedure the next morning. We wouldn't have time. (P#8) 
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The time pressure at ward level also meant that when patients had access to a specialist nurse for preoperative education, this was perceived as a relief as there was less educational input for nurses at ward level to deliver.
I know that the patients coming in for a prostatectomy have spoken to [name of Cancer Nurse Co-ordinator] so I know they've spoken about the risks…they're well aware of the impotence, they're well aware of all those things, so all I have to worry about is whether they're afraid of pain, or whether they're afraid generally of having a drip, all those things, so it makes it easier for me if I don't have so much time to do, you know, proper education. (P#8) On the whole, the presence of the specialist nurses in providing preoperative education was positively welcomed by participants.
Discussion
Data suggest that for participants, preoperative education was not a clearly defined aspect of care, and that perceptions and practices varied, leading to inconsistency in care across patients. In addition, versions of how to educate preoperative patients are learned as nurses 'go along', with junior nurses and staff new to a unit dependent on other members of staff to guide them on how to educate patients. Moreover, in learning to educate patients through this type of informal mentoring system, the focus seemed to be on the content required to deliver to patients rather than the processes through which to do this.
Participants themselves identified the need for nurses to be formally educated about educational content, and a desire for theoretical input regarding teaching and learning strategies was evident when the interviewer raised this topic. Nurses in specialist roles were seen to contribute positively to preoperative patient education as their educative role was highly formalised, and also their input reduced the workload of ward based nurses when patients were admitted soon before surgery. However, for one participant, the role of specialist nurses in educating patients seemed to be simultaneously viewed as both a benefit and a threat. Participants in our study perceived that how preoperative education was managed was to a large extent up to, and dependent on, the individual nurse caring for a particular patient.
Linked in with this perception was the acknowledgement that this is an aspect of care that is poorly defined, therefore it can mean different things to different people. This finding concurs with that found by Turner et al (1999) in their exploration of how patient education is carried out by nurses in an acute hospital setting. In practice, it seems that this must contribute to inconsistency in care across patients, which was a key finding of concern for the patients interviewed and surveyed in previous studies such as those of Breemhaar et al (1996) and Krupat et al (2000) .
Our data also suggest that how preoperative education occurs is further complicated by the degree of experience and knowledge of the individual nurse. Preoperative education may be overlooked among patients cared for by junior nurses, due to lack of knowledge, experience and confidence on the part the nurse. The impact of these factors on patient education has previously been noted by several authors (Close 1988 , Noble 1991 , Turner et al 1999 . Close (1988) suggests that improved pre and post-registration education of nurses is needed to prepare patients for their role as educators, and such a need was highlighted by several participants in this study. Luker & Caress (1989) argued that it is unlikely that the skills necessary for effective teaching could be acquired at preregistration level or through brief episodes of post-registration education, and suggested as an alternative the development of specialist nurse educator roles. Noble (1991) expressed concern at such proposals, however, due to the risk of de-skilling ward-based nurses, as specialist roles develop to care for each patient problem. Luke & Caress contend, however, that even if such skills were acquirable, it is doubtful that they could be used effectively as part of nurses' everyday work. Noble (1991) suggests the use of nurses highly skilled in patient education to teach practising nurses how to assess both the needs of their patients and the effectiveness of the educational programmes. This suggestion is supported by Bartlett's (1995) observation that where patient education programmes have proved effective in terms of cost-effectiveness, they have been led by experts in education. What is clear from our 14 study is that nurses may not have educational skills that can be used on a formal level within an educational framework. Even if they did, without organisational investment in developing preoperative patient education as a nursing intervention (deemed as significant or as important as) the medical tests and investigations patients undergo preoperatively, it appears they would not have the time, nor perhaps the motivation.
Though nurses seem to be engaging in preoperative education, this appears to be occurring informally, and without being informed by theoretical bases of teaching and learning and stress and coping. However, nurse-related factors in preoperative education do not arise in a vacuum, but rather are related to the wider organisational practices and culture. The nurse-related factors in the delivery of preoperative education that we have explored in data appear to be influenced by a limited understanding and definition of preoperative education at organisational and nursing level, which subsequently leads to a diversity of practices between nurses and across patients. This phenomenon is influenced by the multiple constructions of this aspect of care, the degree of knowledge and experience held by the nurse, the educational deficit experienced by nurses, and the availability of nurses in specialist roles.
We acknowledge that this study is based on a relatively small sample size at one particular hospital, and with such limited empirical scope, generalisations cannot be made beyond the study. Further research has the potential to provide a better picture of the status of 'regular' preoperative education at other clinical sites. This is an era of health care in Ireland that is calling for quality of care, costeffectiveness, and accountability from healthcare organisations and health-care professionals, though many tensions currently exist between investment in the services and meaningful measurable output. The literature surrounding preoperative education suggests that the aims cited above are achievable for this aspect of care through organisational investment in preoperative education. Such investment means clearly conceptualising preoperative education, and designing education programmes that are patient-centred and that can be evaluated in terms of effectiveness. The issue of resources in terms of space, time and staff development for preoperative education would need to be considered, as would reflection on the appropriateness of who should be providing such education.
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